MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 2 H63-048729

DEPARTMENT OF PUBLIC HEALTH AND WELFA

RE o
. STATE FILE NUMBER
DO NOT WRITE I:Egi.lur.erlon District No. __-___-_ﬂgLPrimury Registration District No. _2%___hgismr‘l No. f_é_i-___

AMENDED e~ o
ON THIS STUB L 'l—.EI._J' et 77 I9EQ

). PLACE OF DEATH e 2. USUAL RESIDENCE (Where decessed lived. If instilution: Residence before

a. COUNTY Mar i on a. STATMi ss OU.I'i b. COUNTY MaI‘ i on admission}
b. CITY {If outside corporate limits, give TOWNSHIP caly) Length of stay in 1b c. CITY Inslde Limits

oW Hannibal 13w Hannibal Yo F M O

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If outiide, give location) Resida on Farm
HOSPITAL OR ADDRESS

instmution’ St, Elizabeth Hospitafltsm nn 2710 Marsh Ave. Yes: O Nojg
2' 3. NAME OF DECEASED Firat Middle Last 4. DATE Month Day Year

(Type or print) WILLIAM G. TURNER DEO»:TH December 7, 1963

5. SEX 8. COLOR OR RACE 7. Married Never Married [J [0, DATE OF BIRTH | - AGE (last birthday) {iF UNDER 1 YEAR | IF UNDER 24 HR

Male White Widowsd bwed O |0ct 17,1895 g8 [P B R W

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

OpeFFEIHE BRgT e Ralls County

o .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND CR WIFE

William P. Turner Amanda Krigbaum Bell Myrtle James_

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIAL SECURITY NO. INFORMANT Addrass

3, no, or unknown) |{H yes, give war or daresr of servi
T | Mrs . ¥m, G. Turner - Hannibal, Mo, _
18. CAUSE OF DEATH (Enter only one causa per line Tor (8], (bB), &nd {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a} Coronary Insufficiency yrs.

V5 300
Rev. 4/59

Il")(nt/i_f'
2 mid%

DATE AMENDED

DOCUMENT

Conditlons, if any,|  DUE TO (b) Mmphgsma Jrs.
wad1 gave rlu:t;:]
a 'va Causs a
ing the under- gemateous bl
Iing” covie iaw. | DUE TO () Spontaneou. ok of 1 month

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING _TQ DEATH but not relnud to the terminal PART Ill. If decoased was female was
diseass condition given in PART I {a) there a pregnancy in Isat 90 days.

[J Yes | Im | NuJ {1 Unknown
19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY GQCCURRED. {Enter nature of Injury in PART | or PART 1l of item 18.)
PERFORMED? 0 | o

YES

20c. TIME OF Hour Month, Day, Year
INJURY a.m,
p.m.

20d. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g., in or aboul home, Cl ., TOWN, OR LOCATJON COUNT‘I’ STATE
WHILE AT WORK [ farm, factory, streat, office bidg., erc.) <
o NOT WHILE AT WORK (J

21. } attended the deceased from 11/6/63 h—l. nd last saw h.m alive on 12/7/63

T Duth occurred at 11 : 3 5’ A m on the date stated sbove, and to the best of my knowledge, from the causes stated.

22 S GNATURE JDegrea gr title) 22b. ADDRESS 22¢. DATE SIGNED
W )1{ 1209 Broadway,dannibal, Mo, ];)(]) 0/63
(Srhre

23a. 1AL, CREMATION 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1own, or county)

Buﬁ”fé‘i‘s““""’ 12-10-63 | Grand View Burial Pk.| Hannibal

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGiSTRARS SIGNATURE

Smith Funeral Home - Hannibal, Mol oke. /2, 43 |0 E.

iLi d Embalmer’s St t on Reversa Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

ITEM NO.I SHOULD READ

BY AFFIDAVIT OF




STATEMENT BY LICENSED EMBALMER

| hereby cerlify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student_.
! Signature of Studant Embalmar

Llcensed Embalmer No. 38 14

P.O. Address_Hannibal, Mo,

Nofe: The sbove MUST BE SIGNED. BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). :
.- If. embalmed by a STUDENT, he slso shall sign in his OWN. handwriting.-
If this body is not embalmed fact should be so stated above.




